An elevated serum bilirubin has been reported to be associated with a reduced risk of some cancer; however, the prognostic significance of serum bilirubin in colorectal cancer wasn't fully understood. The purpose of this study was to evaluate whether serum bilirubin could predict the prognosis of patients in stages II and III colorectal cancer. A retrospective cohort of 986 patients with colorectal cancer who received surgical resection between January 2005 and December 2010 was included in the study. Levels for serum bilirubin were obtained from medical records. Survival analysis was used to evaluate the predictive value of bilirubin. Serum direct bilirubin (DBIL) was validated as a significant prognostic factor by univariate cox regression test for both overall survival (OS) and disease free survival (DFS) (P < 0.05). X-tile program identified 3.6 as optimal cutoff values for DBIL in terms of OS and DFS. Patients were then divided into DBIL high (DBIL ≥ 3.60 μmol/l) and low group (DBIL < 3.60 μmol/l) according to the optimal cutoff. High DBIL had higher percentage of lymph node metastasis and lymphovascular invasion as compared with low DBIL levels (P < 0.05). Multivariate cox regression analyses confirmed that high DBIL level was an independently prognostic factor for both OS (HR: 1.337, 95% CI: 1.022-1.748, P = 0.034) and DFS (HR: 1.312, 95% CI: 1.049-1.643, P = 0.018). In addition, nomograms on OS and DFS were established according to all significant factors, and c-indexes were 0.715 (95% CI: 0.683-0.748) and 0.704 (95% CI: 0.678-0.730), respectively. Nomograms based on OS and DFS can be recommended as practical models to evaluate prognosis for CRC patients.
INTRODUCTION
Colorectal cancer (CRC) is the third most commonly diagnosed cancer and the third leading cause of cancer death world. In 2016, approximately 70,820 new cases and 26,020 CRC-related deaths were estimated in United States [1] . In China, the incidence of CRC has been increasing in recent years as living conditions improve and eating habits change. Surgical resection remains the only curative treatment opinion for CRC [2] .
There are many known risk factors for predicting survival after surgical resection, including marital status, age, lymph node status, systemic inflammation, et al. [3] [4] [5] [6] . Among them, the most significant risk factor is tumor-node-metastasis (TNM) staging. However, CRC is a heterogeneous disease, the current staging system is not precise for predicting patient outcomes because the prognosis varies even in patients with the same disease stage. Additional parameters need to be defined to better identify prognostic factors for patients, to allow tailored therapies [7] .
Serum bilirubin, regarding as end product of heme metabolism, has been considered to have no physiological function. However, in recent years, some experimental and
Clinical Research Paper www.impactjournals.com/oncotarget
clinical researches have demonstrated that serum bilirubin has several protective effects, including potent antioxidant, anti-inflammatory and anticancer activities [8] [9] [10] . The inverse association between bilirubin and cancer risk has been observed in breast cancer [11] , lung cancer [12] and colorectal cancer [10, 13] . Elevated serum bilirubin levels also are associated with improved survival in patients with curatively resected non-small-cell lung cancer [14] . Patients of breast cancer with higher total bilirubin level had a nearly 40% reduction in the risk of death [15] . Conversely, severe jaundice decreases long-term survival after pancreaticoduodenectomy for pancreatic adenocarcinoma [16] . Increased serum direct bilirubin level was associated with lymph node metastasis and poor prognosis in rectal cancer patients [8] , however, in their study, only patients with rectal cancer were included, the primary endpoint only included the overall survival (OS), and patients with stage IV disease also included.
This study aimed to assess the ability of serum bilirubin level to predict survival outcome in patients with CRC after radical resection. There are many studies in which the development of nomograms leads to a successful application for oncology prognostics. Nomograms for predicting follow-up outcome for CRC are scarce [6] . We further develop nomograms to investigate the prognostic role of serum bilirubin level in patients with CRC. 
RESULTS

Patients' baseline characteristics
Prognostic value of DBIL
We first treated TBIL, DBIL,IDBIL as a continuous variable, and only DBIL was validated as a significant prognostic factor by univariate cox rgression test for both OS and disease free survival (DFS) (P < 0.05) ( Table 2) . We then used X-tile program to determine the optimal cut-off values for DBIL in terms of OS and DFS, which happens to be 3.6 μmol/l for both OS and DFS (Figure 1 ). Patients were then divided into DBIL high (DBIL ≥ 3.60 μmol/l) and low group (DBIL < 3.60 μmol/l) according to the optimal cutoff. Patients in high DBIL group had higher percentage of lymph node metastasis (N1 and N2 stage) and lymphovascular invasion as compared with those patients in DBIL low group (Table 1) .
Aside from DBIL, patients in elder group (P = 0.023), with poor differentiated caicinoma (P < 0.001), with advanced T stage (P = 0.001) and N stage (P < 0.001), presented with lymphovascular invasion (P < 0.001) and perineural invasion (P = 0.001) shared a worse 5-year OS (Table 3 ). In addition, patients with poor differentiated caicinoma (P < 0.001), with advanced T stage (P < 0.001) and N stage (P < 0.001), with less than 12 lymph node retrieval (P = 0.005), presented with lymphovascular invasion (P < 0.001) and perineural invasion (P < 0.001) suffered a shorter 5-year DFS ( Table 4) .
The variables significant in univariate log-rank test were incorported into multivariate cox regression analysis. The results confirmed that high DBIL level was an independently prognostic factor for both OS (HR:1.337, 95% CI:1.022-1.748, P = 0.034) and DFS (HR:1.312,95% CI: 1.049-1.643, P = 0.018) in patients with stage II and stage III CRC after surgical resection (Tables 3 and 4 ).
Development and validation of nomograms for predicting prognosis of CRC patients
To predict the OS and DFS of patients with CRC, two nomograms were established by multivariate Cox regression model according to all significantly independent factors for OS and DFS (Figure 2A , 2B). Nomograms can be interpreted by summing up the points assigned to each variable, which is indicated at the top of scale. The total points can be converted to predicted 5-year probability of death and recurrence or metastasis for a patient in the lowest scale [6, 17] . The Harrell's c-indexes for OS and DFS prediction were 0.715 (95% CI: 0.683-0.748) and 0.704 (95% CI: 0.678-0.730), respectively. Calibration curves for two nomograms ( Figure 2C , 2D) reveal no deviations from the reference line and no need of recalibration.
DISCUSSION
Distant metastasis and local recurrence remain main concerns in patients with CRC [6, 18] . Factors known to be associated with decreased survival would provide the ability to pre-select those patients who would benefit most from more aggressive treatments or intensive follow-up [19] . Pathologic stage is valuable for predicting prognosis in patients with CRC; however, survival outcome is quite different even in patients at same stage. Although helical computed tomography and positron emission tomography may help to detect metastasis after radical surgery, for the potential radiation harm, they cannot be repeated performed, and the cost is also very high. Some oncogene or tumor suppressors were also proposed as valuable predictors, but most of these biomarkers were only validated in relative small number of patients, and www.impactjournals.com/oncotarget some of them may difficult to measure due to sophisticated and expensive laboratory techniques were required. Identification of a simple and cost-effective indicator for predicting patient prognosis is an important goal. Bile acid is the end product of cholesterol breakdown, which takes place in hepatocytes, and there are three formations in peripheral blood, TBIL, DBIL and IDBIL. In this study, we demonstrated that pretreatment serum DBIL was an independently prognostic factor for both OS and DFS in stage II and stage III CRC patients after surgery. High DBIL level correlated with lymph node metastases and lymphovascular invasion. To illustrate the improvement of the DBIL on the prediction of CRC survival, we developed two nomogram for OS and DFS included the traditional prognostic factors (T stage, N stage, lymphovascular invasion, perineural invasion, et al.) and DBIL, and found the nomogram could give a well prediction for survival. Another strength of our study is that we first treated TBIL, DBIL, IDBIL as a continuous variable, and validated DBIL as a potential predictor for both OS and DFS, then we used X-tile program, a robust graphical tool verified by Yale University [20] , to verify the optimum cut-off values for DBIL. In fact, cut-off values of DBIL vary in different studies. For example, Gao et al. [8] used the thresholds 2.6 μmol/l as cutoff to classified the DBIL, while Li et al. [14] adopted 3.45 μmol/l as optimal cutoff in non-small-cell lung cancer, which value is quite close to our present study. It should be noted that in some studies used TBIL as main concern for survival analysis [15, 16, 21] .TBIL consists of both DBIL and IDBIL, which may cause confuse.
As described in the background section, some epidemiological researches demonstrated that elevated serum bilirubin concentration was negatively correlated with the risk of CRC, whereas others found no significant association [13, 22] . However, different from their studies, our present study was designed to investigate the relationship between serum bilirubin and survival outcome in CRC. We found that increased serum DBIL was associated with a higher percentage of lymph node metastases and lymphovascular invasion, thus cause poor survival outcome, our conclusion also consisted with previous published articles [8] . Serum bilirubin levels also negatively correlated with response of metastatic CRC to irinotecan-based chemotherapy [23] . We hypothesis that serum bilirubin may play dual role in CRC tumorigenesis and progression.
Undeniably, there were some limitations in our study. First, we only included patients with stage II and III in the present study. Those metastatic patients and stage I CRC were not included. Thus the results cannot Figure 1 : X-tile analyses of 5-year OS and DFS were performed using patients' data to determine the optimal cut-off value for DBIL. The sample of CRC patients was equally divided into training and validation sets. X-tile plots of training sets are shown in the left panels, with plots of matched validation sets shown in the smaller inset. The optimal cut-off values highlighted by the black circles in left panels are shown in histograms of the entire cohort (middle panels), and Kaplan-Meier plots are displayed in right panels. P values were determined by using the cut-off values defined in training sets and applying them to validation sets. The optimal cut-off value for DBIL in terms of OS and DFS happens to be 3.6 μmol/l. www.impactjournals.com/oncotarget represent all patients with CRC. Second, only pretreatment DBIL was included in the study, and we cannot known the changes of DBIL in the course of therapy, and whether the changes may impact the survival outcome of CRC patients. Third, our study was complemented in two center cohorts included only Chinese patients. Although internal validation was performed to prevent over-interpretation of current data, it would be better is external validation can be carried out to verify whether our findings are universally applicable [24] .
In conclusion, our retrospective study demonstrates that increasing pretreatment DBIL significantly correlated with poor outcomes in stage II and stage III CRC patients after surgical resection. This biomarker was directly derived from routine laboratory test of liver function, and can be easily applied in the clinical setting.
MATERIALS AND METHODS
Study population
The study included 986 patients with CRC who received surgical resection between January 2005 and December 2010. The inclusion criteria were: (1) age > 18 years old; (2) pathological diagnosis of CRC adenocarcinoma; (3) without distant metastasis (M1); (4) underwent surgical resection; (5) without preoperative anti-tumor therapy; (6) CRC was the only one primary or first of more than one primary; (7) laboratory tests were obtained before surgery with defined value; (8) information on OS and DFS available. The exclusion criteria were as follows: (1) patients diagnosed with hereditary non-polyposis CRC and familial adenomatous polyposis; (2) patients with hepatobiliary disease (including malignancy, gallstones, cirrhosis, hepatitis, or alcoholic liver disease, et al.) or hematological disease which may affect the bilirubin measurement. (3) patients that did not have complete clinical and pathological data; (4) patients with stage I CRC were also excluded from the study for the survival outcome were extremely good for them. 5-Fu or 5-FU derivate agents based adjuvant chemotherapy was recommended for stage II patients with high-risk characteristics and all stage III patients within 3 to 4 weeks after surgery. Ethical approval was obtained from the Ethical Committee and Institutional Review Board of The Fifth People's Hospital of Shanghai, Fudan University.
The following parameters were included in the analysis: age, gender, tumor differentiation, tumor stage, node stage, the number of retrieval lymph nodes and positive lymph node count, lymphovascular invasion, perineural invasion, TBIL, DBIL, and IDBIL. All patients were restaged according to the 7th edition of the American Joint Committee on Cancer TNM classification. Patients with stages II of high risk and all stage III tumor received adjuvant chemotherapy with fluoropyrimidine-based regimens.
Statistical analysis
Statistical evaluation was conducted with SPSS 22.0 (SPSS Inc., Chicago, IL, USA) and R 3.1.2 software (Institute for Statistics and Mathematics, Vienna, Austria). X-tile 3.6.1 [25] (Yale University, New Haven, CT, USA) was used to determine the optimal cut-off value for DBIL. The 5-year OS and DFS were estimated by the Kaplan-Meier method, and the difference of variables was compared using log-rank tests. Univariate analysis was used to examine the association between various prognostic predictors and OS, DFS. Significant prognostic predictors associated with OS and DFS were included to perform multivariate analyses by using the Cox proportional hazards model. P < 0.05 was considered statistically significant. All confidence intervals (CIs) were stated at the 95% confidence level.
Nomograms for possible prognostic factors associated with OS and DFS were established by R software, and the model performance for predicting outcome was evaluated by Harrell's concordance index (c-index) [26, 27] . In addition to measuring discriminative capacity by c-index, each model was evaluated with calibration curve in which predicted outcomes versus observed outcomes are graphically depicted, which made it possible to conduct further comparison of accuracy in estimating prognosis.
